ABSTRACT BACKGROUND Physicians are not always comfortable deferring treatment of a stenosis in the left anterior descending
Sen et al. Before physiological measurements were made, intracoronary nitrates were administered to control vasomotor tone. FFR and iFR measurements were then performed in all appropriate vessels in the routine manner using a coronary pressure guidewire.
Pre-specified treatment cutpoints were an FFR of 0.80 and an iFR of 0.89. Revascularization was performed when the physiological value was equal to or lower than these pre-specified thresholds, and revascularization was deferred when it was above these thresholds.
LAD territory patients are defined as patients un- Revascularization was considered to be unplanned when it was not the index procedure and was not identified at the time of the index procedure as a staged procedure to occur within 60 days. Additionally, unplanned revascularization required symptoms consistent with ischemia. All events were independently adjudicated.
STATISTICAL ANALYSIS. The objective of this study was to compare event rates between physiology techniques (iFR vs. FFR) in patients for whom revascularization was deferred, separately in LAD territory patients and non-LAD territory patients.
Baseline and procedural characteristics of patients were analyzed in the following manner. Categorical and binary variables were compared between groups using chi-square tests. Continuous variables were compared using Student's t-test, or Wilcoxon signedrank test in case of non-normal distributions.
For MACE and its components, a time-to-event analysis was performed by Cox survival modeling.
Participants who withdrew from the study before reaching 1 year of follow-up and who were event-free at their last visit were censored at their time of last visit. Testing of validity of proportional hazard assumption was done using Schoenfeld residuals.
There were no signs of violations of proportional hazards assumption.
Results are reported using hazard ratios (HRs), 95% 2-sided confidence intervals (CIs) and cumulative hazard curves. Analyses were performed in an unadjusted manner. In addition, adjustment for age and sex was performed. Indeed, despite randomization at the trial level, sex was found to be imbalanced between iFR and FFR groups in this study of deferred patients. Moreover, iFR patients were slightly younger than FFR patients, although this difference did not reach statistical significance. Results are presented as adjusted for age and sex in text, and both as unadjusted and adjusted in the tables. arm. Stent length and diameter was equivalent between iFR and FFR groups. The procedural characteristics for patients in whom revascularization in the LAD was deferred on the basis of physiology is summarized in Table 2 . Abbreviations as in Table 1 . N o n t a r g e t V e s s e l M I U n p l a n n e d
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Primary endpoint in patients with non-LAD stenoses who were deferred according to intracoronary physiology. MACE was defined as the composite of cardiovascular death, myocardial infarction, and unplanned revascularization. The solid blue line denotes the FFR arm, and the dashed orange line denotes the iFR arm. There was no difference in the MACE rate between iFR-and FFR-guided deferral (adjusted hazard ratio: 1.18; 95% confidence interval: 0.59 to 2.38; p ¼ 0.63). Abbreviations as in Figure 1 . The same could also apply to iFR; however, the agreement between iFR and CFR has been demonstrated to be significantly closer than that of FFR and CFR (17) . Therefore, the proportion of patients in whom iFR is normal and CFR abnormal is lower, possibly explaining the lower event rate in the iFR-deferred patients (15) . 
